Section of Pathology with Section of Surgery
Chairman Professor Nicholas Martin FRCP (President of the Section of Pathology)
Meeting January 19 1965 The Use and Misuse of Laboratory Services in Surgical Practice Mr R S Murley (Royal Northern Hospital, London) Close and cordial collaboration between the departments of surgery and pathology is fundamental to the achievement of the highest standards of surgical service, and it should be selfevident that both clinician and laboratory worker must do everything possible to promote friendly relationships.
My remarks will be confined to three aspects of surgical pathology: (1) General problems of liaison between departments. (2) Hmematological problems. (3) Histological aspects.
Liaison
Poor liaison between the departments of surgery and pathology may, on the surgical side, be due to ignorance, inexperience, thoughtlessness and even arrogance, to which may be added bad organization and staff training. In general I suspect that it is easier to achieve and maintain a close liaison in the smaller hospitals, and often much more difficult in the big institution where more people are involved and there are more frequent changes of staff.
If surgical residents fail to establish close and cordial relations with the laboratory the fault is often on our side. A freshly qualified doctor needs guidance and instruction from his chief and his registrar. He also needs firm and friendly help from the pathologist. It is unreasonable to expect junior surgical staff to divine what investigations are needed and how best to go about these. For this reason I have for some fifteen years given all new residents printed 'Notes for Guidance'. These notes, after referring to more strictly clinical matters, specifically enjoin the house surgeon to cultivate the habit of close liaison and discussion with the staff in pathology and radiology departments. The resident is told never to initiate elaborate investigations without prior discussion with his chief or registrar, or with the pathologist, and to keep investigations down to a reasonable level. He is also urged to make sure that all relevant details are put on the pathology request forms. I do not flatter myself that we thereby guarantee a close and cordial partnership with the pathologist, but I do think that the keen and intelligent resident quickly builds up mutual understanding and confidence.
Clinicians should also maintain good relations with the technicians, many of whom are people of ability who, but for the quirks of chance, might themselves have qualified as doctors. Newly qualified doctors are occasionally a little awkward in their first contact with such staff. A house surgeon may feel that he will lose 'face' if he seems to know less than the technicians: consequently he may hesitate to consult them on a point which his surgical chief would suffer no embarrassment in raising. I much regret the discontinuance in most of our university hospitals of the old-fashioned period of pathological clerkship. Many now qualify with only a scanty grasp of simple practical procedures. Surely some of the easier tests should be carried out in clinical side-rooms. I am glad to hear that at least one London teaching hospital is thinking of reintroducing such appointments.
Hwmatology
Presumably we all approve of a routine preoperative hemoglobin estimation in every surgical case. Individual clinicians and hospitals differ somewhat in their requests for pre-operative blood films and cell counts. I take it that no negro should be operated upon without excluding the sickle-cell trait. But what of total and differential white cell counts in such diseases as acute appendicitis? I recall meeting a Canadian doctor who, when a resident in New York City, had worked with a surgeon who insisted on a differential white cell count in all cases of suspected appendicitis. The surgeon would only undertake or authorize operation if the white count was over 12,000. Whether or not this might be described as misuse of the laboratory service, I can only commend the admirable strategy of this resident.
Having concluded that to rely on such an investigation was bunk, and having decided that operation was indicated, he invariably reported a count of more than 12,000 even when no investigation had been done. Without flogging this particular subject of white counts I need hardly emphasize how frequently physicians, as well as surgeons, assume that a combination of pyrexia and neutrophil leucocytosis is a sure sign of bacterial infection when the patient, in fact, has deep vein thrombosis or pulmonary infarction.
In these days of auto-analysers it may be that some pathologists accept, indeed welcome, a surfeit of hmematological and other requests. But, even if the laboratory can cope with such work, it does seem important to limit requests to what is reasonable and so-to-speak digestible by the clinician. Some hospital case notes contain pathology reports in such profusion that the clinician may overlook the one or two significant findings.
All pathologists are plagued by incomplete request forms. Lack of information about the basic details of the patient is remedied by use of an Addressograph system, but nothing can save the pathologists from those too frequent occasions when the clinician fails to enter any clinical details. One recent request for full blood count, blood urea and electrolytes would not have been met in toto had the house surgeon indicated that this was a 'cold' hmmorrhoidectomy case. Of course, not every clinician believes in supplying full details. When working with a plastic surgery unit during the War I can recall that the hospital pathologist complained to the late Michael Oldfield that he had not entered the patient's age on the form. Oldfield replied with some asperity, 'All I want is the patient's hamoglobin, why should you need to know his age?' Two fairly important sources of misuse and misunderstanding of laboratory services occur in connexion with blood transfusion and anticoagulant therapy. There are occasionally surprising differences of opinion regarding the indications for blood transfusion as well as the optimum quantities to be given. Criteria based upon factual data such as measured blood loss, blood pressure and hemoglobin levels are clearly important; but, in the last analysis, much must depend upon the responsible clinician's own experience and judgment. Decisions on transfusion and anticoagulant therapy should normally be taken by a more senior person than the humble house surgeon.
Histology
The liaison between surgeon and histologist should usually be closer than with any other pathologist. Indeed, the surgeon who does not enjoy close and cordial relationships is likely to be rather handicapped in his work. Four points require mention: (1) Care of surgical specimens.
(2) Giving the laboratory adequate data.
(3) Appreciation of the limitations of histology.
(4) Frozen section work.
(1) Care of specimens: The histologist is justifiably angered and exasperated when specimens have been so hacked about by the surgeon as to make systematic orientation or examination impossible. Surgeons often slice appendices open to check the naked-eye appearances and then the pathologist complains about loss of such contents as exudate and thread-worms.
It is clearly the surgeon's task to ensure that all removed tissue is properly dealt with in the theatre suite. Small specimens are liable to be damaged when they are wiped off biopsy forceps with gauze. Such pieces are best 'swished' straight off the biopsy forceps into the formalin. It is not unknown for specimens to be popped into all manner of fluids, such as spirit, chlorhexidine or normal saline; and sometimes nurses stuff large specimens into small or odd-shaped bottles which have to be cracked open in the laboratory like the good old-fashioned firehydrant.
I am sure that every theatre suite should provide a special specimen room and I insisted on such accommodation being provided in a theatre suite which was opened five years ago. There all specimens are assembled before despatch to the laboratory: there, too, are kept all necessary bottles and preservative, as well as a sink, benchspace, small refrigerator and a few instruments for examining, measuring or preparing the specimen. Such a specimen room is handy for the pathologist who may wish to do frozen sections on the spot.
Section of Pathology with Section of Surgery 505
(2) Information: Surgeons should certainly take an active interest in the provision of information about operation specimens. Details such as length of history may be of importance in differentiating between, say, keratoacanthoma and squamous carcinoma. I encourage the house surgeon to leave the request form out for my inspection and, if necessary, add my own note. Reasonably frequent visits to the laboratory by the surgical team are also of great help to both sides.
(3) Limitations: Surgeons who have worked in pathology jobs should have good appreciation of the limitations of histology. Fixation times are governed by physical laws and we cannot expect records to be broken on our behalf; for example, decalcification of bone cannot be hurried. Lymph gland pathology can be difficult and the surgeon should know that the histologist can occasionally be just as completely lost for an answer as his clinical colleagues.
Having admitted some of our own failings, let me say how inconvenient it is when pathologists send back routine histology reports days, or even weeks, after the patients have been discharged.
(4) Frozen sections: As with many other procedures pioneered in this country, frozen section work has been more keenly and widely exploited in the United States. Though many of us have been impressed by the slick and efficient service provided in some American clinics (e.g. Dr Malcolm Dockerty at the Mayo Clinic), it is surely neither economic nor surgically advantageous to insist on every surgical specimen being processed in this way. However, in many British hospitals I fancy that surgeons have been slow to demand, and some histologists reluctant to supply, a sufficiently prompt and high standard of service. Fortunately, in both my hospitals, I am provided with a first-class service for frozen sections. In breast surgery, in particular, this collaboration has been of enormous value in promoting my own education and that of my team: it has also been of help to the pathologists in furthering their understanding of the clinical picture and surgical problems.
Finally, I wish to put in a strong plea for all forms of meeting which bring surgeons and pathologists together. At my own hospitals we have clinical conferences, clinico-pathological meetings, death meetings and even occasional ward rounds accompanied by the clinical pathologist when he is encouraged to criticize our habits. All of these gatherings prove of tremendous help in ironing out our problems and differences. I would like to take this opportunity of thanking a number of my pathologist colleagues and their staffs who have collaborated so helpfully with my teams, and who have therefore, if inadvertently, provided me with some of the material for this paper.
Professor Bryan N Brooke (St George's Hospital Medical School, London) The abuse of laboratory facilities caused by the clinician making unnecessary demands is now less prevalent than it was. I see it chiefly when a new house surgeon comes on; before he gets used to his new chief's ways he is inclined to order more than is necessary in order to omit nothing. The main cause of friction between laboratory and ward today lies in delay in reporting. Until somebody invents a culture medium which accelerates the rate of growth and reproduction of bacteria, and particularly viruses, little can be achieved to reduce this delay in the microbiological field. But in biochemistry or chemical pathology the situation is different, particularly with automated methods. The trouble chiefly lies in communication: for example an estimation of, say, serum proteins requires the following chain of communication in many hospitals: House officer fills in request Sample taken (sister or student) Request and sample taken to laboratory by porter Received with other samples in laboratory; sorting Technician undertakes investigation Biochemist interprets result Report typed Report checked and signed by biochemist Report to ward by internal post Ward staff receive House officer sees report Seen by chief on round This can take a considerable time; I have sometimes had to wait up to a week before receiving a report on serum proteins though usually this takes two to three days. I need not emphasize the difficulty this creates in the management of cases with severe biochemical disorder requiring urgent intravenous therapy. A source of irritation is the demand made upon the house officer to write in longhand the clinical details on every form, for though these should be given with the original request this is a work of supererogation on further requests for subsequent determinations. One of my very best house surgeons used simply to write 'ill'; I felt some sympathy with him. Indeed, request forms could be designed to relieve both the house officer and the biochemistry depart-
